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Introduction 
Four patients, all male (Table 1) who had undergone 
femoropopliteal bypass operations for peripheral vas- 
cular disease presented with one or more episodes of 
cellulitis. Unilateral reversed long saphenous vein was 
used in two patients (1 & 3), the other two patients (2 
& 4) had bilateral femoropopliteal bypasses with in 
situ long saphenous vein graft on one side and a 
reversed long saphenous vein graft on the other. One 
of these patients (patient 3) had previously undergone 
coronary artery bypass graft. The interval between 
onset of cellulitis in the limbs used for saphenous vein 
harvest and surgery ranged from 4 months to 28 
months. 
Patient 1 
A 64-year-old male who had undergone left femoro- 
popliteal reversed saphenous vein bypass graft was 
admitted to hospital 25 months following the opera- 
tion with fever, pain and redness of his left calf and 
thigh. Admission temperature was 38°C. Swelling, 
erythema nd lymphangitis were present in the calf 
and thigh along the full extent of the saphenous vein 
harvesting site. He had a raised white cell count with 
polymorpho-nuclear leucocytosis and blood cultures 
were negative. He had Tinea cruris infection in his 
groin. Treatment was commenced with intravenous 
benzylpenicillin, elevation of the extremity and topical 
antifungal cream to his groin. His symptoms resolved 
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in 2 days and he was discharged with oral penicillin V
for 2 weeks. He has not had further recurrences of the 
cellulitis and the Tinea cruris of his groin has 
cleared. 
Patient 2 
A 63-year-old male who had undergone left femoro- 
popliteal reversed saphenous bypass vein operation 
was seen 11 months postoperatively with pain, swel- 
ling and redness of his left leg and feeling unwell. His 
temperature on admission was 37.5°C with a mildly 
raised white cell count. He had no evidence of fungal 
infection. His symptoms resolved rapidly with rest, 
elevation of the involved extremity and parenteral 
benzylpenicillin. He was discharged after 5 days of 
hospitalisation to continue oral penicillin for 2 
weeks. 
Patient 3 
A 61-year-old man with a history of coronary artery 
bypass graft was seen 6 months after left femoro- 
popliteal reversed saphenous vein bypass with fever, 
chills and pain in his left leg. He had developed 
cellulitis of his left leg with lymphangitis, erythema 
and swelling in the pre-tibial region extending into the 
thigh. Tender lymph nodes were palpable in the left 
groin. A diagnosis of ceUulitis was made and treat- 
ment was commenced with intravenous benzylpeni- 
cillin. His symptoms resolved in 5 days and he was 
sent home to continue oral antibiotic therapy for 2 
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Table 1. Cellulitis in saphenous phlebectomy limbs 
Interval (months) between 
No. Patient age (years) Operation operation and cellulitis Fungal infection Blood cultures 
1 64 Left fem-pop 28 Tinea cruris Negative 
R.S.V. bypass 
2 63 Left fern-pop 11 No Negative 
R.S.V. bypass 
3 61 C.A.B.G.* 5 
Left fem-pop 
R.S.V. bypass 7 
Right fern-pop 4 
I.S.V. bypass 
4 54 Right fern-pop 20 
R.S.V. bypass 
Left fem-pop 
I.S.V. bypass 
No Negative 
Tinea pedis Negative 
C.A.B.G. - Coronary artery bypass graft (Right lower leg vein) 
R.S.V. - Reversed saphenous vein 
I.S.V. - In situ saphenous vein 
weeks. He was readmitted with similar symptoms 2 
months later with cellulitis of the right lower leg 
around the scar of the saphenous phlebectomy used 
for coronary artery bypass graft. His symptoms 
resolved with ciprofloxacilin and erythromycin and 
was discharged 5 days later on oral regimen cipro- 
flaxin 400 mg once a day for 2 weeks. 
He later on underwent an in situ long saphenous 
vein right femoropopliteal bypass graft for worsening 
calf claudication. Antibiotic prophylaxis with intra- 
venous cefuroxime 750 mg 6-hourly was given perio- 
peratively. Approximately 4 months after the right 
femoropopliteal bypass, the patient presented again 
with fever, chills and cellulitis of his right leg. Blood 
cultures were negative as in previous episodes. 
Venogram showed no abnormality. He improved on 
intravenous ampicillin, rest and limb elevation and 
was discharged on 250 mg ampicillin orally once daily 
for an indefinite period. He has since been seen in the 
out-patient clinic and has not had further episodes of 
cellulitis. 
Patient 4 
A 54-year-old male with a history of right femoro- 
popliteal reversed saphenous vein bypass graft and a 
left femoropopliteal in situ long saphenous vein graft 
presented 20 months following the right femoro- 
popliteal bypass with right leg swelling, redness and 
fever. His temperature was 37.8°C, he had cellulitis on 
the right calf around the saphenous phlebectomy scar 
as well as lymphangitis with tender lymph nodes in 
the groin. There was evidence of Tinea pedis infection. 
The white cell count was raised and blood cultures 
were negative. The patient was treated with intra- 
venous benzylpenicillin, bed rest and elevation of the 
affected limb. Topical antifungal cream application 
was commenced to treat the Tinea infection. His 
symptoms resolved in a few days and he was 
discharged on the 5th day on an oral regimen of 
ampicillin for 2 weeks. He has had no further 
recurrences of the cellulitis. 
Discussion 
Chronic delayed infection of a vein graft donor site 
can occur months or years after the initial surgery. 4 
The condition is quite characteristic, usually abrupt in 
onset with high fever, chills and severe prostration i  
some cases. Erythema nd swelling occur in the region 
of the scar. Lymphangitis and inguinal ymphadeno- 
pathy is seen in most patients. The symptoms usually 
resolve spontaneously within a week, although severe 
systemic illness and hypotension suggesting septicae- 
mia have occurred. 
Clinical features uggest erysipelas-like infection, 
presumably by Streptococcus pyogenes of the lymphatic 
system around the phlebectomy scar. Bacterial cul- 
tures of the skin lesion are usually negative but 
Streptococcus pyogenes has been recovered from blood 
in severe cases. There is evidence to suggest that Tinea 
pedis is associated with this condition. Two of our 
four patients were affected by a fungal infection. 
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Cellulitis occurring at the saphenous vein harvest 
site following coronary artery bypass surgery is well 
described. The condition has not been reported fol- 
lowing saphenous vein harvesting for femoropopliteal 
bypass graft in peripheral vascular disease. Clinical 
features suggest that the cellulitis described in our 
four patients was related to saphenous vein harvest. 
Cellulitis occurred only in extremities used for saphe- 
nous vein harvesting. Episodes were sometimes multi- 
ple and did not occur before the bypass procedure. 
Recurrent cellulitis in patients with lymphoede- 
matous extremities from other causes has been 
reported. 6 The presence of mild swelling of the 
affected limbs following harvesting of the long saphe- 
nous vein and prior to the infective attacks, suggests 
the underlying pathogenesis a compromise in the 
lymphatic flow predisposing to attacks of sponta- 
neous cellulitis. 
Awareness of this condition is important with 
thrombophlebitis being the most common differential 
diagnosis. 4 Although the inflammation may be self 
limiting, parenteral antibiotic therapy speeds recovery 
in the acute cellulitic state. Fungal infection should be 
treated. Patients hould be informed that the condition 
may recur. For patients uffering recurrent attacks, in 
the absence of fungal infection, longterm antibiotic 
prophylaxis imilar to that used for rheumatic fever 
should be commenced. 5 
References 
1 BADDOUR LM/ BISNO AL. Recurrent cellulitis after coronary 
bypass urgery. JAMA 1984; 251: 1049-1053. 
2 BADDOUR LM, BISNO AL. Recurrent cellulitis after saphenous 
venectomy for coronary artery bypass surgery. Ann Int Med 
1982; 97: 493-496. 
3 GREENBY J, DESONCHER RW, MILLS PdVI Jnr. Vein donor leg 
cellulitis after coronary artery bypass urgery. Ann Intern Med 
1982; 97: 565-566. 
4 FREEMAN Rr GOULD FK. Infection in Cardiothoracic Intensive Care. 
Edward Arnold 1987, pp 64-65. 
5 KAPLEN EL, BISNO AL DERRECK Wet al. American Heart 
Association Committee Report: Prevention of rheumatic fever. 
Circulation 1977; 55(Suppl): 1A-4A. 
6 BISNO AL. Post-mastectomy oedema nd recurrent cellulitis. 
]AMA 1982; 247: 3359-3360. 
Accepted 17 January 1994 
Eur J Vasc Endovasc Surg Vol 9, February 1995 
